cancer necessitating surgical removal. The patient's height was 160 cm, weight 55 kg and body mass index (BMI) 21.48 kg/m 2 tions (full blood count, urea, creatinine, electrolytes, Elective extraperitoneal da Vinci RALRP was carried out under general anaesthesia. The patient was initially placed supine on the operating table and anaesthesia was induced with fentanyl 50 μg, midazolam 1 mg, etomidate 14 mg and rocuronium 50 mg. Tracheal intubation was achieved uneventfully (Cormack and Lehane Grade 2a) with a size 8.0 standard endotracheal tube under direct laryngoscopy.
IV cannula, a nasogastric tube and a urinary catheter were inserted. Pressure points were checked and padded. A forced air warm blanket was placed over the patient's upper torso and warmed intravenous nitrous oxide/oxygen mixture (FiO 2 After the induction of general anaesthesia, the patient was secured to the operating table; his upper limbs placed beside the torso and his lower limbs were abducted in lithotomy to permit perineal access during the procedure. Subsequently, trocars were inserted and pneumoperitoneum achieved. The mained in this position for the entire duration of the surgery.
The intraoperative course was uneventful, except for brief periods of mild hypotension (mean arterial pressure 65 to 70 mmHg), which responded to peritoneum ranged from 25 to 30 cmH 2 cedure lasted four hours and 30 minutes. Estimated 2.5 l of crystalloid and 0.5 l colloid. Total morphine administered intraoperatively was 5 mg.
At the end of the operation, the inhalational agents were turned off and neuromuscular blockade was reversed using neostigmine 2.5 mg with atropine 0.9 mg. The patient was breathing at a regular rate of 14 to 18 breaths per minute, generating adequate tidal volumes and oxygen saturations (SpO 2 prior to being extubated awake. Mild periorbital oedema was noted. care unit, where he developed increasing restlessness and respiratory distress with stridor over the next 20 minutes. His oxygen saturation deteriorated to the decision was made for urgent reintubation.
thetist who performed the initial intubation, his glottic inlet was noted to be grossly oedematous. Tracheal intubation with a size 7.5 standard endotracheal tube was achieved uneventfully and SpO 2 returned to transferred to the surgical intensive care unit for ventilatory support. The impression was that of respiratory distress secondary to laryngeal oedema, by the pneumoperitoneum and prolonged, exaggerated Trendelenburg position. 45 degrees, a cuff leak test revealed a leak of about 200 ml/min and he was extubated uneventfully. He was transferred to the general ward and subsequently Case 2 hyperlipidaemia presented with lower urinary tract symptoms and was found to have an enlarged prostate. Transurethral resection of the prostate was carcinoma of the prostate. His height was 164 cm, weight 73 kg and BMI 27.14 kg/m 2 operative investigations were within normal limits.
The patient subsequently underwent RALRP under general anaesthesia. He was initially placed supine on the operating table and induced with fentanyl 150 μg, propofol 110 mg and atracurium 50 mg. Tracheal intubation was achieved with a size 8.0 standard endotracheal tube under direct laryngoscopy. Anaesthesia was maintained with a nitrous oxide/oxygen mixture (FiO 2 He was then placed in the lithotomy position with his arms tucked by his side. To prevent cephalad slipping while in the Trendelenburg position, shoulder braces were applied (see Figure  1 ). The braces used were accessories that came with the operating table (Maquet Alphastar) used during was achieved, and peak airway pressures ranged from 30 to 35 cmH 2 O during pneumoperitoneum in the Trendelenburg position. The operation duration was four hours and 15 minutes. Estimated blood loss was 1.5 l of crystalloid and 1.0 l of colloid. Total morphine administered intraoperatively was 8 mg.
At the end of operation, neuromuscular blockade was reversed using neostigmine 2.5 mg with atropine 0.9 mg and he was extubated awake.
Upon arrival in the general ward, the patient the movements of his right upper limb, which was not associated with pain or paraesthesia. He was thesiologist and the expert opinion of a consultant neurologist was sought. Neurological examination demonstrated a distinct difference in motor function between the upper limbs. There was weakness in right shoulder abduction (C5, C6 innervation) with a power grading of 4/5 and weakness in elbow There was no autonomic involvement.
right upper limb weakness, in the absence of pain, led to the clinical diagnosis of brachial plexus neurapraxia and he was prescribed physiotherapy. An elective appointment for electrodiagnostic investigations was scheduled, but his neurological days and by the time of his discharge from hospital in his right upper limb.
patient clinic two weeks later, complete resolution further electrodiagnostic investigations were carried out.
DISCUSSION
The previously reported cases of RALRP have all been performed under general anaesthesia. The main anaesthetic considerations are 1) laparoscopy/ logical effects (see Table 1 ), 2) limited access to patient's airway and limited intravenous access once gery (initial case series reported a longer mean operative time of 274 minutes 3 but this has since been reduced to a mean of 150 minutes 6 ) and 4) patient males above 50, with the average age of diagnosis being 70 years). A literature search did not yield any previous cases of postoperative stridor following RALRP, but causes in intensive care unit (ICU) patients ranges . From our own experience of 94 extubation stridor. There are a few published studies evaluating the risk factors for laryngeal oedema female gender, high endotracheal cuff pressure, long 1 . The authors are of the opinion that the risks factors relevant to patients undergoing RALRP include prolonged, exaggerated Trendelenburg cuff pressure, traumatic intubation and possibly hypoalbuminaemia 16 .
CASE REPORT
There was associated mild periorbital oedema Case 1. The authors suggest a high index of suspicion for laryngeal oedema if the patient is noted to have facial or periorbital oedema after prolonged Trendelenburg position and the cuff leak test (which extubation stridor 17, 18 ) should be carried out prior to extubation. The administration of corticosteroids prophylactically to adults prior to extubation does extubation stridor 13, 15, 19 . The authors also suggest bation and ensuring that the cuff pressure is less than 30 cmH 2 O, as high endotracheal cuff pressures may be another risk factor for laryngeal oedema 18 . Another potential respiratory complication during RALRP is endobronchial intubation, with one study concluding that pneumoperitoneum, and not the Trendelenburg position, being the main risk factor for endotracheal tube migration 20 .
To prevent cephalad sliding of the patient whilst Figure 1 ). In Case 2, the patient was not strapped to the table and while in the Trendelenburg position, the only means by which cephalad sliding was minimised were the shoulder braces, as well as the bent knees in the leg supports of the lithotomy position (see Figure 1 ).
The shoulder braces that came with the operating too medial to the acromioclavicular joint, resulting in direct compression of the upper trunk (C5, C6) ment of the shoulder braces too lateral to the acromioclavicular joint, on the other hand, may render the brachial plexus at risk of injury by depressing the humerus into the axilla and stretching the plexus across it 22 .
Injuries 23
tinuity of the axon is preserved and recovery takes porary loss of function which is reversible within days to months of the injury and there is frequently greater involvement of motor than sensory function and autonomic function is retained. This is consistent with Electrodiagnostic investigations can provide more severity of the nerve lesion. It may also allow prognostication if it is performed approximately four weeks after injury when adequate time has elapsed for electrophysiological changes to evolve fully 24 . The patient in Case 2 was initially scheduled for recovered rapidly, so no further investigations were muscular and Electrodiagnostic Medicine guidelines recommend that electrodiagnostic studies not be performed if the information will not potentially enhance patient care 25 .
To minimise the risk of brachial plexus neurapraxia in subsequent patients, our centre is currently using a technique of strapping patients for RALRP that avoids the use of shoulder braces. It involves a body straps from each shoulder to the contralateral hip, in order to prevent cephalad sliding of the patient during the exaggerated Trendelenburg position (see Figure 2 ).
Nitrous oxide was used in both our cases. Nitrous oxide anaesthesia during laparoscopy has not been shown to contribute to bowel distension 26, 27 . However, it has been found that the nitrous oxide fraction in the carbon dioxide pneumoperitoneum during laparoscopy increases with time 28 risk. For these reasons the avoidance of nitrous oxide are similar to those of conventional laparoscopic pelvic procedures, the steep Trendelenburg tilt of 30 to 45 degrees, which is adopted when using poses potential problems for the anaesthetist. The authors suggest limiting the duration and extent of loading and careful positioning of the patient with the avoidance of shoulder braces whenever possible.
